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Introduction
In recent years, scholars have begun to lay the ground-
work to justify a distinct application of ethics to the 
field of public health. They have highlighted impor-
tant features that differentiate public health ethics 
from bioethics, especially public health’s emphasis 
on population health rather than issues of individual 
health. Articulations of public health ethics also tend 
to emphasize the role of social justice compared to 
the predominance of autonomy in the bioethical lit-
erature.1 Now that the field of public health ethics is 
developing a unique focus and a language of its own, 
including a code of ethics disseminated by the Ameri-
can Public Health Association, the future of public 
health ethics may well be global health ethics, focus-
ing on issues of global justice.2 As public health ethics 
evolves from its nascent stage of reflection to a place 
of action and application in the national and global 
arenas, two interrelated developments will need to 
occur: (1) public health professionals, including prac-
titioners, policymakers, and scholars, will need a 
richer understanding of the ethical challenges practi-
tioners face on a daily basis and (2) scholars will need 
to develop useful tools (i.e., frameworks) that practi-
tioners may employ for identifying and tackling these 
ethical challenges. 
Based on our ongoing empirical work interviewing 
public health professionals3 and our scholarly activities 
in public health, we developed a framework to address 
the varied types of ethical challenges that policymak-
ers and practitioners face in their work. We expect 
that this framework can be refined and advanced 
through empirical evaluation. As other scholars of 
public health ethics have pointed out, incorporat-
ing ethical reflection concurrently into public health 
practice and decision-making can create a more just, 
inclusive, and effective public health practice.4 Yet our 
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investigation of ethical issues faced by practitioners 
led us to the conclusion that a more prospective (even 
preventive) approach could be useful for practitioners 
in their daily work. 
In this paper, we offer an analytic framework 
designed to assist policymakers and practitioners in 
managing the public health ethical tensions they now 
confront. Unlike other commentators on public health 
ethics, our level of analysis is not aimed at articulat-
ing theoretical ethical principles that underlie public 
health.5 Rather, our analytical task is grounded within 
daily public health practice, particularly at the level of 
local governmental public health departments. While 
it is based on our U.S. research experiences, we believe 
our framework could have global applicability. Our 
goal is to provide a contribution to public health eth-
ics which is both responsive to public health practice 
and analytically rigorous. 
Emergence of Public Health Ethics
Historically, the field of bioethics has largely focused 
on individuals – most prominently professional eth-
ics for physicians and nurses – in the context of medi-
cal treatment and research. Bioethical considerations 
have been oriented toward informed consent on treat-
ment and research, reproductive and end-of-life deci-
sion-making, and applications of emerging technolo-
gies in personal health care. While philosophers have 
not explicitly ranked autonomy highest among ethical 
principles, many commentators have noted that the 
principal construct addressed in bioethical inquiry is 
respect for persons, particularly respect for patient 
autonomy.6 Over time, autonomy has become, at a 
minimum, primus inter pares, and some have argued 
that autonomy now supersedes other bioethical prin-
ciples.7 Other conceptual frameworks for bioethics, 
including narrative approaches, feminist theories 
(especially those focused on caring), and casuistry, still 
focus primarily on individuals or interpersonal rela-
tionships. Even commentary on access to health care 
often focuses on individual rights, and nearly always 
speaks about health care and not health. 
The emphasis on health as a common good (i.e., 
population health concerns) distinguishes public 
health from individually oriented health care. Com-
munally shared health goals, such as herd immunity 
Figure 1
Traditional Issues and Foundational Principles and  
Values in Bioethics and Public Health Ethics
Note: The above table depicts differences between bioethics and public health ethics, both in terms of the issues relevant to each field and the principles and values 
that underlie decision-making in each. Autonomy has been characterized as a central principle in bioethics inquiry, and thus appears in bold in the figure. In contrast, 
in our conception of public health ethics, we do not emphasize one particular principle; instead, we have highlighted five considerations we believe to be most relevant 
to decision-makers in public health.
• Informed consent and patient agency
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• Clinical research ethics
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gained through mass vaccination, clean water, or pro-
tection from bioterrorist threats, are more than sim-
ply the aggregation of individual health goals: they are 
goods held in common. The inadequacy of an auton-
omy-focused approach to community-
level public health issues has led many 
commentators to suggest that public 
health ethics is a field of inquiry in its 
own right.8 Some argue that bioethics, 
properly construed, can include pub-
lic health, environmental health, and 
other population-centered domains.9 
In contrast, we contend that public 
health decisions may benefit from sys-
tematic deliberation of certain ethi-
cal considerations tailored to a public 
health approach. Figure 1 illustrates 
our interpretation of the different 
applications of ethics in medical care 
and public health.
Frameworks for Public Health Ethics
Scholars have introduced several broad, systematic 
approaches to understanding and evaluating public 
health ethics.10 Between 2001 and 2003, three pub-
lished frameworks were directed toward public health 
professionals, each with a slightly different focus.11
Nancy Kass developed an analytic tool to consider 
ethical implications in program planning and policy.12 
Her framework highlights the importance of consid-
ering the goals of a program, its effectiveness, known 
or potential burdens, minimizing burdens, fair imple-
mentation, and a fair balance of benefits and burdens. 
James Childress and colleagues, in addition to out-
lining the multiple moral considerations inherent in 
public health, described five conditions that must be 
met in order to justify actions that override important 
moral considerations (such as individual liberty).13 
These are the program or policy’s effectiveness, pro-
portionality of benefits and burdens, necessity, least 
restrictive infringement, and public justification. 
Phillip Nieburg, Ruth Bernheim, and Richard Bon-
nie described four steps for practitioners to evaluate 
the ethical issues embedded in daily practice deci-
sions.14 These include assessing the problem from the 
perspectives of the relevant stakeholders, locating the 
ethical tensions within the problem, considering vari-
ous solutions, and evaluating the process to identify 
methods for improving current and future practice. 
Broadly speaking, these frameworks have in com-
mon their intent to assess goals, effectiveness, and 
benefits and burdens of public health interventions 
or actions. They consider the distributional conse-
quences of interventions, and assess fairness and the 
role of justice in public health actions. The frameworks 
enable consistency among decisions, help ensure that 
decisions reflect stakeholder and/or public values, and 
illuminate the ethical tradeoffs and balancing of moral 
considerations that underlie public health practice. 
Frameworks enhance practitioners’ or scholars’ ability 
to consider ethical issues in public health in a struc-
tured and formal way. 
At least two other distinct frameworks have had a 
significant role in laying the groundwork for ethical 
analysis in public health. In 2006, Lawrence Gostin 
and Madison Powers proposed an approach to pub-
lic health ethics that focuses explicitly on vulnerable 
populations, both domestically and globally, the fair 
distribution of resources and services, social determi-
nants of health, and adequate and stable funding for 
public health systems.15 They place particular empha-
sis on the principle of justice. In contrast, the ana-
lytic framework of Norman Daniels and James Sabin 
emphasizes procedural justice.16 Rather than empha-
sizing a particular ethical principle to guide decision-
making, they instead suggest instituting a fair process 
by which decisions should be reached and evaluated. 
Recognizing the inherently political nature of public 
health actions and that decision-makers do not always 
agree on which action-guiding principles should apply, 
Daniels and Sabin suggested that in lieu of consensus, 
public health professionals should assess whether the 
processes for ethical decision-making are fair. Their 
approach, which they called “accountability for rea-
sonableness,” identifies four necessary conditions for 
ensuring justice and legitimacy in decision-making: 
publicity, relevance, appeals, and enforcement. The 
process must incorporate a publicly available rationale 
for decisions, a mechanism for dispute resolution, and 
a regulatory element to enforce decisions. The rel-
evance condition requires that the reasoning behind 
actions is consistent with that of fair-minded people 
and is relevant to all involved. 
Setting priorities for allocating finite resources 
and assessing the value of public health 
services are major challenges made even more 
difficult as budgets decline. These and multiple 
other ethical issues require practitioners and 
policymakers to negotiate among competing 
priorities in their communities and to apply 
normative judgments when resolving conflicts. 
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Finally, some additional efforts to formally assess 
ethical issues embedded in public health practice have 
emerged in recent years during widespread public 
concern over bioterrorism and other emergent disease 
threats. These frameworks target the balancing of 
individual liberty and liberty-infringing public health 
authority, such as decisions to invoke quarantine or 
isolation in response to pandemic flu.17 Practitioners, 
of course, only rarely face such an extreme situation 
of balancing public health authority with liberty, as 
when confronted with emergency situations or recal-
citrant patients infected with some transmissible 
disease. Other infringements on individual liberty, 
however, such as mandatory vaccinations, confront 
practitioners more often, and are just one example 
of the many areas of ethical tension that emerge in 
daily public health practice. As we discuss below, our 
framework recognizes that public health practice fun-
damentally requires practitioners to balance various 
considerations rather than follow any one organizing 
principle.
Public Health Ethics in Practice
In considering the potential value and utility of ethical 
clarification and the use of frameworks to approach 
ethics in public health practice, we rely heavily on the 
experiences and insights of local public health practi-
tioners related during in-depth interviews, as well as 
our own teaching and research in public health law, 
public health ethics, and resource allocation. No one 
disputes that public health practice is suffused with 
morally challenging issues at the macro level (resource 
allocation) and the micro level (day-to-day decisions). 
For instance, environmental health workers must 
manage the conflicting priorities of individual prop-
erty owners and community standards for sanitation, 
a role in which they often experience political and 
community pressure. Setting priorities for allocat-
ing finite resources and assessing the value of public 
health services are major challenges made even more 
difficult as budgets decline. These and multiple other 
ethical issues require practitioners and policymak-
ers to negotiate among competing priorities in their 
communities and to apply normative judgments when 
resolving conflicts. 
We recognize that public health practitioners may 
lack the experience, time, resources (including train-
ing), or even motivation to deliberately consider ethics 
in their daily work. Indeed, in a number of our inter-
views, practitioners suggested that relying on profes-
sional experience or one’s own personal moral foun-
dation is often sufficient in negotiating challenging 
ethical issues. However, we believe that greater clari-
fication of the ethical underpinnings of their decisions 
can add value to public health work for several rea-
sons. First, ethical clarification ensures that officials 
and practitioners unmask normative assumptions and 
explicitly, rather than implicitly, analyze values dur-
ing their assessments. Given that most public health 
activities in the United States are conducted by state 
and local governmental agencies and rely upon public 
funds,18 accountability to the public requires trans-
parency. Transparency also engenders trust in com-
munities, ultimately rendering public programs more 
effective.19 
Second, ethical clarification helps balance economic 
analysis. Cost-effectiveness analysis and other forms 
of economic scrutiny can be important elements in 
the decision-making process, but if they are the only 
criteria used, they could lead to unsatisfactory health 
decisions. Many public health services are valued 
beyond their economic utility. For instance, whether 
or not preventive services prove to be cost saving, they 
may nonetheless be desirable because they signifi-
cantly improve individual and community health and 
lifestyle.20 Emergency preparedness activities may be 
highly valued by the community, despite their great 
expense, for the increased sense of security that comes 
from the knowledge that their public health depart-
ment has an emergency plan and staff trained to exe-
cute a plan when necessary. Government agencies may 
justify support for programs that are not shown to be 
cost saving by articulating the values, such as caring 
for the least well off, that support the governmental 
action. Ethical clarification can provide the structure 
in which to do so.
Third, clarifying the ethical considerations inte-
grated into a particular policy or program decision 
can help to illuminate decision-makers’ conceptions 
of the appropriate scope of public health practice. An 
ongoing debate exists in the field about whether public 
health ought to deal primarily with population protec-
tion, such as preventing the spread of communicable 
diseases, or whether it should serve as a safety net for 
the most vulnerable, and how to balance those com-
peting missions.21 Practitioners’ values influence their 
decisions about which programs a health department 
runs, assuming they have latitude in making such deci-
sions. Ethical clarification helps practitioners identify 
the explicit ethical tradeoffs at stake, encourages con-
sultation with others, and provides a framework for 
justifying the decision.
Similarly, the boundaries of public health prac-
tice are unclear. Currently, a robust scholarly debate 
exists about the desirability of allocating scarce pub-
lic health resources to issues such as chronic disease 
or obesity that are not based on the traditional pub-
lic health model of preventing disease transmission 
global health law, ethics, and policy • winter 2007 661
Baum, Gollust, Goold, and Jacobson 
to the population. As an example, some argue that 
issues such as teen violence or the social determinants 
of health should not be under the purview of local 
governmental health agencies in the U.S.22 In certain 
communities, these issues may be excluded from the 
realm of public health and relegated to other arenas, 
such as law enforcement or education. Other commu-
nities may view youth violence as a significant threat 
to the public’s health and may dedicate public health 
resources to combat it. Ethical clarification when con-
sidering or designing programs and policies can help 
practitioners better define their priorities and their 
boundaries, especially when they run into the contro-
versial margins of public health practice.23 
These justifications – transparency, balancing cost 
considerations, and articulating the scope and mission 
of public health – support the desirability of a context-
based and systematic evaluation of ethical issues in 
practice. Our ongoing empirical work suggests that 
practitioners will encounter ethical issues during (at 
least) two different points in time. One occurs during 
the political process of allocating resources; the other 
occurs in day-to-day practice. The former, if antici-
pated and dealt with prospectively, might mitigate 
challenges “downstream” in public health practice. 
For example, practitioners may see that a particular 
health problem in their community is endemic, such 
as lead poisoning, but the health department lacks the 
funds or authority to perform environmental investi-
gations or rehabilitation. Conversely, practitioners may 
be required to devote their time and energy to a pro-
gram – perhaps because of restricted funds or politi-
cal influence – that their experience suggests is not a 
top health priority for their community. Clearly, these 
types of ethical issues must be addressed upstream 
during funding and programmatic decisions. By the 
time practitioners confront these types of challenges 
in daily practice, the range of feasible, acceptable, and 
ethical actions available may be quite narrow. 
Other day-to-day ethical tensions must be handled 
within the specifics of public health interventions and 
enforcement considerations, instead of prospectively. 
Frequently, these tensions will also involve legal and 
political components that are not easily disentangled. 
Though ethical, legal, and political issues do not 
always co-occur, and each has distinct features, there 
often exists sufficient overlap that in many cases these 
three types of issues must be considered together, 
instead of attempting to impose artificial distinc-
tions. Indeed, we believe that a dominant character-
istic of public health ethics, and one that complicates 
how practitioners respond to ethical challenges, is the 
nearly constant intermingling of the ethical, political, 
and legal.
A Framework to Manage Ethical Challenges 
in Practice
We have two chief concerns about the existing frame-
works for ethical analysis applied to public health. 
First, in general, these frameworks endeavor to iden-
tify and resolve moral conflicts in public health, but 
they do not adequately emphasize the potential for 
avoiding the creation of ethical tensions. In our view, 
decision-makers should have a framework that can 
be applied prospectively during the conceptualization 
and planning stages of public health actions to limit, 
as much as possible, the inadvertent creation of ethi-
cal challenges for practitioners in the field. 
Second, the field of public health is complex and 
multidisciplinary, and therefore any guiding frame-
work must reflect that complexity. Practitioners come 
from a variety of backgrounds and training, and are 
likely to hold a host of values that inform their views 
of ethical public health practice. A public health 
practitioner trained in epidemiology, for instance, 
may place a high value on evidence-based decision- 
making, while one trained in economics may empha-
size utility, and another trained in environmental 
health may underscore the needs of future genera-
tions. If a framework focuses narrowly on one par-
ticular perspective, other types of practitioners may 
not find it useful. Though the ideal of social justice, 
for instance, can play a critical function in develop-
ing best practices in public health, if we attend only 
to justice in our analyses, then we may overlook vital 
issues that are not naturally illuminated by that sin-
gle ethical precept. For example, planning a needle-
exchange program intended to reduce transmission 
of blood-borne illnesses, if analyzed strictly from the 
point of view of social justice, correctly identifies the 
needs of at-risk, vulnerable populations. However, 
a focus on justice alone fails to take into account 
whether implementation is politically feasible or 
acceptable by a particular community. Nor does it 
highlight the normative tradition in public health of 
identifying and using high-quality evidence to guide 
decision-making. 
Together, the six considerations of our framework 
(as described below and highlighted in bold in Figure 
1) create a structured guide that decision-makers may 
find helpful, both to identify potential ethical issues in 
public health practice and to possibly reduce the cre-
ation of ethical tensions. 
Determine Population-Level Utility of the  
Proposed Action 
Any proposed public health action should be useful 
to a community (in the present or predictably in the 
future) and should advance the well-being of those 
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affected. The criterion of utility presupposes that deci-
sion-makers have a clear and accurate understanding 
of the expectations and values of members of the com-
munity in order to assess program utility. If programs 
are not consistent with community need, then public 
resources would be used ineffectively and unmet need 
would persist. 
Demonstrate Evidence of Need and Effectiveness  
of Actions 
Prior to designing and implementing public health 
programs, policymakers have an obligation to identify 
and to use the best available evidence to determine 
need for the proposed program and to support its 
effectiveness. Identifying the scientific basis for pub-
lic health practice is appropriately becoming a foun-
dational principle in the field of public health. Since 
building evidence takes time and resources, we recog-
nize that there will be situations in which, for instance, 
relevant epidemiological studies are not yet available 
or program evaluation has not taken place (e.g., par-
ticularly where resources are severely strained as in 
resource-poor countries). Where evidence is avail-
able, decision-makers should seek it out and use it to 
justify program implementation. Used prospectively, 
this epistemic condition would also recommend that 
policymakers build needs-assessment and evaluation 
processes into their public health budgets. 
Establish Fairness of Goals and Proposed 
Implementation Strategies 
Decision-makers should be clear about what they 
intend to accomplish through proposed actions and 
assess whether the expected benefits and the burdens 
of the actions are likely to be distributed equitably in 
the community. There should be sufficient justifica-
tion for unequal distributions of benefits and burdens. 
Evidence that vulnerable populations (those who have 
endured disproportionate illness burdens or those 
with the greatest need) will be afforded greater ben-
efits or fewer burdens can justify unequal, but equita-
ble, distribution. Similarly, one might justify providing 
benefits to one subgroup of a community by appealing 
to the need to gather evidence of effectiveness prior to 
widespread implementation and investment. Explicit 
balancing of the competing values of fairness and evi-
dence might help practitioners identify alternative 
options (i.e., a fair process for selecting the initial sub-
group) and hence respect both justice and the need 
for evidence. 
Demonstrate Accountability 
Given the prominent role of government in public 
health, practitioners and policymakers inherently face 
the need to be accountable to the public, including the 
community they serve. Transparency – making public 
and explicit one’s assumptions, justifications, and rea-
soning – contributes to accountability and is essential 
for establishing trust with the public. Credible, sci-
entifically sound decision-making further enhances 
accountability, as does responsible and competent 
stewardship of public funds. 
Assess Expected Efficiencies and Costs Associated  
with the Proposed Action 
Although it may appear as an anathema to some that 
ethical analysis should include cost considerations, we 
see issues of cost, utility, and fairness as deeply inter-
dependent, requiring concurrent analyses. Costs rep-
resent an important component of the burden asso-
ciated with the implementation and maintenance of 
public health programs. Where resources are limited, 
costs associated with one program represent oppor-
tunities forgone for alternative programs. Without 
systematically examining the expected costs of a pro-
posed program, decision-makers cannot fully under-
stand the tradeoffs involved in implementing such an 
initiative and therefore cannot perform a thorough 
assessment of its ethical dimensions. Too often, costs 
are viewed as an impediment to better (or more ethi-
cal or more just) action, whereas prudent stewardship 
of limited resources should be viewed as a morally 
admirable quality of public health practitioners.
Consider Political Feasibility and Community 
Acceptance 
Local public health in the United States is inherently 
a political endeavor. As Fitzhugh Mullan synthesized, 
“Public health practitioners…do not [work] in a labo-
ratory but in the public arena – a domain governed 
by political forces and politicians whose agendas are 
larger and more variable than those of the public health 
worker.”24 The public health agenda depends largely 
on funding streams at the federal, state, and local lev-
els, as well as the interests of local county executives, 
commissioners, and mayors. Public health programs 
promulgated without considering their potential for 
political feasibility and community acceptance will 
not go far toward improving public health – an imper-
ative of ethical public health practice. Incorporating 
political feasibility into decisions does not, however, 
mean limiting options to popular ones. In fact, ethi-
cal decision-making that is unpopular demonstrates 
moral courage. For example, fluoridation of public 
water supplies is unpopular in some areas because 
it is viewed as a constraint on individual liberty, yet 
it is pursued by public health officials because of the 
known dental benefits.25 
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Finally, several other principles that have histori-
cally been central in the development of the field of 
bioethics – autonomy, non-maleficence, and benefi-
cence – have a role in public health, but may be rel-
evant to a lesser degree than they have been in bio-
ethics; thus, they appear in the lower right-hand box 
in Figure 1, albeit below the six balancing consider-
ations we emphasize here. Certainly the principle of 
autonomy in particular has had an important place in 
understanding the appropriate limits of public health 
actions. For instance, public health officials balance 
their authority to impose quarantine or to compel 
vaccination with individuals’ autonomy. Since public 
health seeks to do good in communities while doing 
minimal harm to individuals or groups, the principles 
of beneficence and non-maleficence are clearly rel-
evant. Indeed, these bioethical principles are impor-
tant ethical tenets for all health-related professions 
(including public health), even if they are not an inte-
gral part of the framework we advance here. 
Application of the Framework 
We do not consider each item in the framework inde-
pendently morally binding; we recognize that there 
will be times when actions are approved despite one 
or more of the considerations not being met. We also 
recognize that there may not always be clear distinc-
tions among the six considerations. For instance, 
cost assessment and political feasibility can be inter-
related. The cost of a proposed program can have a 
direct impact on the political support for it, particu-
larly if implementing the program would limit the 
ability to carry on existing programs. In that light, it is 
our intention that policymakers and practitioners use 
this framework as one tool to assist in their decision-
making processes. 
The elements of our framework are individually 
important, even if no single element is most impor-
tant. Combined, their value is enhanced. Assessing 
the utility and fairness of a given proposal provides 
a foundation for determining which public health 
actions might be ethically justified, or what should be 
done. Incorporating the more practical considerations 
of costs and politics together with utility and fairness 
can help practitioners reach decisions about what can 
be done in practice, and what the opportunity costs 
might be. Taking into account each of these conditions 
can help ensure, for example, that a program cannot 
be justified based on its political feasibility alone (e.g., 
it is a “pet” issue of political leaders), but must also 
have utility in the particular local community of inter-
est and be based on sound evidence.26 The balanc-
ing of multiple considerations recognizes that ethical 
principles and values can, at times, conflict. 
An Example: Planning for an Avian Influenza 
Pandemic
Some public health practitioners have voiced concerns 
that excessive resources are being spent on emergency 
preparedness vis-à-vis the enormous amount of unmet 
need for other public health services in their commu-
nities.27 In anticipation of human-to-human trans-
mission of avian influenza and a resulting pandemic, 
local public health officials must make decisions about 
the extent to which they will prepare for such an emer-
gency. Many decisions must be made about the types of 
targeted, non-pharmaceutical interventions that will 
be implemented prior to the availability of a vaccine. 
Numerous potential ethical challenges associated with 
planning for and implementing these interventions 
exist, such as the following: anticipation of dispropor-
tionate impact of interventions on vulnerable popu-
lations, limitations on individual liberties to improve 
community health, and decisions about the allocation 
of current resources for planning and preparation in 
lieu of other public health activities. The application 
of the framework proposed above may assist in antici-
pating and mitigating such challenges, and may pro-
vide a guide for thorough ethical analysis. 
Some non-pharmaceutical interventions that com-
munities may plan to employ to prepare for and 
respond to avian influenza include the following: pop-
ulation surveillance; public education and community 
communication efforts; responder training; social dis-
tancing (e.g., travel restrictions, workplace distancing, 
Assessing the utility and fairness of a given proposal provides a foundation for 
determining which public health actions might be ethically justified, or what 
should be done. Incorporating the more practical considerations of costs and 
politics together with utility and fairness can help practitioners reach decisions 
about what can be done in practice, and what the opportunity costs might be.
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home isolation/quarantine, school and childcare clos-
ings); and, practice drills and tabletop exercises.28 All 
of these interventions require significant resources to 
develop, test, and execute. Some would involve limi-
tations on individuals’ liberty (e.g., isolation or quar-
antine), and others are likely to have a disproportion-
ate impact on the working poor and other vulnerable 
populations (e.g., school and child-care closings). The 
first consideration of our framework would require 
policymakers and practitioners to evaluate the util-
ity and overall value that preparation for such inter-
ventions would bring to their community as a whole 
and to various stakeholder groups within the com-
munity. They would explicitly assess both the risk to 
their community of avian influenza and the goals of 
preparedness activities, and would determine whether 
various preparedness strategies would likely benefit 
the community. Decision-makers should consider the 
following questions: What is the value to this commu-
nity of running practice drills in alternative care sites? 
How useful will it be to establish guidelines for school 
closure?
Second, policymakers would examine the evidence 
about the potential for avian influenza to spread 
to their community, and for whether preparedness 
activities are known to be effective. This consideration 
may be particularly difficult to meet in the context of 
emergency preparedness because experts must specu-
late about future community need and effectiveness 
of interventions on future threats. For instance, there 
may be solid evidence about the effectiveness of social 
distancing efforts during the SARS outbreak in recent 
years, but can experts expect individuals within com-
munities to behave in the same way during an avian 
influenza outbreak?
Applying the consideration of fairness, policymak-
ers would assess who would benefit from the planning 
for the pandemic. They would anticipate which sec-
tors of society would likely bear the burdens associated 
with the proposed activities, assess how those burdens 
would compare to the expected benefits, and identify 
any probable disparate impact of interventions on 
particular populations to determine whether the bal-
ance of burdens and benefits would be acceptable or 
require modifications. For example, decision-makers 
might model the economic impact of closing daycare 
centers on the working poor in the community and 
also propose safeguards to offset the predicted dispa-
rate impact. 
To ensure that the accountability consideration is 
met, policymakers would be required to clearly com-
municate the values- and evidence-based underpin-
nings of the planned interventions to the affected com-
munities. For example, publicly announcing criteria to 
be used for determining a school closure and clearly 
stating reasons for choosing such criteria would cre-
ate transparency in the proposed process and provide 
opportunities for community scrutiny. Public partici-
pation in emergency planning and preparedness exer-
cises could also increase accountability. By “experienc-
ing” actions such as the rationing of limited resources, 
community members can become educated about the 
reasons and values that underlie decisions made by 
public health workers. Participation may not only lead 
to accountability and greater understanding, but it 
may even lead to acceptance of difficult public health 
actions (e.g., rationing decisions), if the action is con-
sidered legitimate.29 
The consideration of a cost assessment would require 
those designing such a program to predict both the 
monetary costs associated with planning and execut-
ing the proposed preparedness interventions and the 
tradeoffs associated with investing in such activities. 
Questions practitioners might consider include: What 
would it cost to run an effective community education 
program? Will it ultimately be more efficient to hold 
frequent tabletop exercises or to run actual drills? 
Should we hire another nurse to work on emergency 
preparedness or to work in the immunization clinic?
Finally, decision-makers would need to consider 
whether their plans and proposed interventions are 
feasible within their particular political environment. 
Are the community’s elected officials aware of the 
rationale behind the proposed plan to provide care 
for certain individuals in alternative care sites with 
limited resources? Are they committed to support-
ing school closures and travel restrictions when nec-
essary to help limit the spread of disease? Inevitably 
some conflicts will arise in the process of planning for 
a public health crisis, and decision-makers attempting 
to meet all the considerations of the framework will be 
required to synthesize their judgments to make final 
determinations. No framework will eliminate the need 
for judgment, but frameworks can guide policymakers 
and practitioners through a thorough examination of 
important ethical considerations. 
Discussion of the Framework
We believe the proposed framework has several 
strengths. First, decision-makers can apply it in mul-
tiple ways. It can be used to assess areas of ethical 
tension in practice and to provide a structured way 
in which to deliberate and ultimately manage ethi-
cal issues when they occur. Applied prospectively by 
“upstream” decision-makers, these considerations 
may even help to avoid the unintentional creation of 
some ethical tensions for those who will ultimately 
execute and be affected by the programs. As govern-
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mental bodies make strategic determinations about 
the types of public health services they intend to fund 
and administer, they could assess, in advance, the 
potential that programs and services have for engen-
dering ethical challenges. Prospective recognition of 
potential problem areas could go a long way toward 
reducing the overall level of ethical tension in public 
health practice, tension which we believe can at times 
inhibit effective public health service provision. If deci-
sions at the policy level were able to reduce the like-
lihood that practitioners spend valuable time strug-
gling with a challenging ethical issue (such as when a 
politician directs funds toward a program that is not 
a chief health concern in their community), practitio-
ners may be better able to follow best practices and be 
more capable of delivering services efficiently.
Second, we balance several competing consider-
ations rather than setting priorities among principled 
approaches to public health. The organizing princi-
ple of the Gostin and Powers model is the centrality 
of social justice to public health.30 For that reason, it 
will resonate with public health advocates and many 
scholars. A focus on justice very effectively highlights 
the need to make decisions that help disadvantaged 
populations. But attending to the concept of justice 
alone does not enable policymakers to, for example, 
make distinctions among and between disadvan-
taged populations in order to allocate scarce public 
health resources. Our concern is that social justice 
will become to public health ethics what autonomy 
has become to bioethics – a concept that overrides all 
other factors. 
Third, we recognize that this framework will have 
little utility if practitioners and policymakers do not 
find it helpful. Proposals for ethical consideration in 
public health practice will not be successful if they 
are not sufficiently flexible, accessible, or acceptable 
for use in daily practice or in policymaking. Stated 
broadly, we believe that much more empirical research 
needs to occur in order to form a deeper understand-
ing of public health ethics. While our empirical experi-
ences provide the basis for the framework we advance 
here, our approach remains to be tested and evaluated 
by public health practitioners.
Fourth, we have focused our energies on public 
health ethics in the U.S. context, but we believe our 
proposed framework is flexible enough to be applied 
in other environments that are more centralized than 
the U.S. public health system. A more centralized role 
for government in the planning, administration, and 
delivery of public health services may render frame-
works even more useful as explicit methods for assess-
ing potential ethical challenges. For example, consid-
eration of political feasibility may be more pressing in 
countries where public health systems are centralized, 
and where health ministries are responsible for the 
entirety of public health practice. In nations or com-
munities with fewer resources, the framework may 
guide policymakers toward very different actions, 
depending on the utility, evidence, fairness, account-
ability, cost assessments, and determinations of politi-
cal feasibility. Given that many issues central to public 
health require us to define communities more broadly 
than do political borders, it may be instructive to 
explore the usefulness of frameworks in a global con-
text. Environmental health efforts to maintain air and 
water quality or infectious disease containment strat-
egies often cannot be limited to individual countries 
but must be coordinated among many political bodies 
to be effective. Future work developing frameworks or 
other analytic approaches in public health ethics will 
likely develop within a more global context than has 
traditional bioethical inquiry in order to be applicable 
to broadly defined communities.31
There are likely to be various objections to the 
framework we have outlined here. First, as just dis-
cussed, public health practitioners and policymakers 
might argue that it is not sufficiently pragmatic to be 
useful in practice. This is why we stress that frame-
works ought to be tested among practitioners to assess 
their potential utility and identify any barriers to their 
use. Following pilot tests, we would modify the pro-
posed framework to be maximally effective for policy-
makers and practitioners.
Second, some may contend that our proposal does 
not go far enough in helping practitioners and poli-
cymakers engage in broader questions about which 
of multiple competing public health values ought to 
receive priority in delineating the scope and emphasis 
of the field. One’s conviction, for example, that social 
justice is the pre-eminent public health value will 
define his or her broad conception of the boundar-
ies of public health.32 Others, however, might caution 
against such a broad view of public health, believing 
instead that population protection, from commu-
nicable diseases or other threats, is the most impor-
tant public health value. Clearly these are important 
questions for the field of public health to address, 
and we expect that some macro-level political delib-
eration about values and principles would precede 
the application of our framework. However, we feel 
that the balancing of principled concerns with prac-
tical demands required by our framework could help 
to structure such deliberations. In fact, because the 
debate over which principles ought to take priority 
in public health is likely to be contentious and pro-
tracted, Daniels and Sabin’s emphasis on the fair and 
legitimate process for making such deliberations has 
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merit.33 In order to apply a process-based approach to 
decision-making, however, one must be comfortable 
with the possibility that similar situations may result in 
very different outcomes because of differences among 
the processes each employed. The Daniels and Sabin 
approach makes sense as an interim strategy, but begs 
the question of just how practitioners are to make the 
determinations without a framework that recognizes 
the need to balance the competing principles.
Conclusion
Ethical issues in public health can have a significant 
impact on the health of communities if they impede 
efficiencies and best practices. Competing needs for 
resources and a plurality of values can challenge pub-
lic health policymakers and practitioners to make fair 
and effective decisions for their communities. We have 
proposed a framework built upon a set of pragmatic 
considerations that has the potential to illuminate 
possible ethical tensions and create the opportunity 
to resolve them in day-to-day public health practice. 
Such a framework is an attempt to connect public 
health ethics more closely with public health policy, 
an objective that Ezekiel Emanuel has characterized 
as asking ethicists to reach beyond the abstract and be 
“grounded in the real world” and at the same time ask-
ing policymakers to examine their underlying values 
so that decisions are both legitimate and practical.34 
We hope to advance the dialogue on public health eth-
ics to consider pragmatic ways both to resolve ethical 
issues when they emerge (secondary prevention), or, 
as we have suggested, before they even surface (pri-
mary prevention). 
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